Although occupational medicine has been well recognized and well implemented in industry in the United States for a number of years, it is only during the past eight to ten years that the executive health phase of this programme has been stressed to any great extent. That industrial medicine has progressed rather rapidly during the past several years in the United States is shown by its recognition as a specialty under the American Board of Preventive Medicine, other subspecialties under this board being public health and aviation medicine.
Industrial Medical Programme
Management has recognized the value of a medical programme in industry, including an executive health programme. Ruffin (1957) has stated that " the health, wellbeing and morale of the men and women are among the most precious assets that we have in industry," and, in general, industry has accepted its measure of responsibility for the health and safety of its employees. Health maintenance programmes are of primary benefit to the employee, but they play their full share in keeping down the competitive costs, reducing operating expenses, and increasing efficiency. According to Proudfit (1957) , the accumulated experience of companies that have fostered modern industrial medical programmes has made it plain that an investment in health is good business and that any manager who is required to operate without needed medical service or with expensive unsolved health problems in his employees knows it is bad business not to have available good medical counsel and service. He refers to a report furnished by the American Management Association in which it is concluded that, from data furnished by a number of industries with medical departments, there is a consistent profit of $3.50 to $5 for each dollar spent in the medical department. Irvin (1952) , as the result of comments obtained from a questionary submitted to executives who had undergone a periodic health check, concluded that health maintenance of key personnel was a sound financial investment and that the executive was very appreciative of the annual check-up on his physical status. Trickett (1952) , in a survey of industry having executive health programmes in the San Francisco area. found that as a rule such a programme was of value. However, his study revealed that health problems of management employees were often overlooked, which seemed amazing, since direct or indirect financial loss can result from inadequate performance and also since executives are often careless of their own health.
There is considerable variance of opinions on whether or not the death rate among executives is greater than in similar age groups of individuals not occupying executive positions. However, we do know that disease incidence and trends have changed remarkably in the past several decades. There is less tuberculosis, and cases of communicable disease and pneumonia are fewer. The infant mortality is less and longevity is greatly extended. With increasing age there is less resistance to disease and consequently an increase in the number of degenerative diseases, with heart disease and malignancies being responsible for a large percentage of deaths in the older age groups. Since the executive is usually in the older age group he is more prone to some procedures which often are overlooked, such as an ocular tension determination, an examination of the fundi, palpation of the peripheral blood vessels, rectal examiination, and a detailed vision examination; laboratory studies, including urinalysis, haemoglobin estimation, sedimentation rate, blood sugar if over 40 years of age; x-ray picture of the lungs; and an electrocardiographic tracing if over 40 years of age. Other laboratory procedures, such as serum cholesterol and non-protein nitrogen estimations and a glucose-tolerance test, should be requested if and when deemed necessary. Unless definitely indicated it is not believed that routine diagnostic x-ray procedures such as gastro-intestinal series, barium enemas, or cholecystographies should be done. Likewise, routine serological tests have now been discarded by many.
It is generally conceded that the routine periodic examination is of very definite value. Roberts (1958) , in a review of the literature, fouind that 37.1%' of 16,715 individuals examined had significant disease. He also reported that in a tabulation of the results of "routine" laboratory examinations 2.5% of 425,005 cases were abnormal for sugar, 3.2% of 45,961 cases were abnormal for albumin, and 11.91% of 15,619 subjects examined electrocardiographically had abnormal tracings. Franco (1950) found that 149 of 307 executives examined had major medical defects. Cardiovascular conditions accounted for 36% of the defects, and obesity was diagnosed in 25%. Thompson and Staack (1956) found that, in a study of 600 executives, diseases of the arteries and heart made up the largest percentage of newly discovered diseases. These consisted mainly of hypertension and arteriosclerotic heart disease, which occurred in approximately 25% of the cases examined. Hartman (1952) , in the proctoscopic examination of executives over 45 years of age at the Mayo Clinic, found that 130%,O had rectal polyps without symptoms, some of which had undergone adenocarcinomatous changes. In a series of 2,000 cases regardless of age or symptoms he reported that the incidence of rectal polyps was 8%.
During the three and a half months from January 1 to April 15, 1958, a statistical analysis was conducted of 120 periodic examinations in the management group in our company. These cases were taken consecutively. Of the 120 examination, 60 were in the top pilot group aged 35 or older, and 60 were in the management group aged 35 or older. The average age of the pilot group was 40.3 years and of the management group 41.4 years. In the pilot group 38 physical defects were found, eight of which were considered of sufficient significance to warrant follow-up corrective action. In 28 of the 60 pilots examined no abnormalities were found. In the management group there were 78 physical defects, 33 of which were classified as significant, no abnormalities having been found in seven cases. lb other words, significant defects were found in approximately 50% of the management group as compared with approximately 13% in the pilot group. There are several reasons for the difference in findings in the two groups-namely, those in the pilot group are specially selected from a physical and health standpoint, a health maintenance programme for this group has existed for many years, and, lastly, as a group they are a great deal more "health conscious" than those not engaged in pilot activities.
Examination Findings
Year in and year out the significant conditions most often disclosed, about which we can take positive and definitive measures, are certain metabolic diseases, including obesity, cardiovascular conditions, and gastro-intestinal conditions including peptic ulcers and parasitic infestations.
Obesity is a common finding, and at times it is difficult to convince the individual that weight reduction is indicated. This is particularly true if no other abnormal findings are disclosed. To reduce, the executive must be properly motivated, be convinced of the potential ill effects of overweight and have the will-power to remain on a low-calorie diet.
In those cases where obesity is associated with diabetes or beginning hypertension little or no difficulty is encountered.
Other diseases that have been disclosed are thyroid conditions which are very obvious, and the employees in whom such a condition has been found have been very grateful for the information after corrective action has been taken. Diabetes mellitus is also a relatively common finding. In the routine periodic examination it is very rare that hidden asymptomatic malignancy is disclosed. However, those cases in which malignant or pre-cancerous growths can be seen may be picked up and corrective action taken.
These include those with lesions involving the skin, nasopharynx, and oral cavity. Although sigmoidoscopy after the age of 45 would be desirable, because of certain limitations we have not been able to include this in our routine examinations.
Certain gastro-intestinal diseases, such as peptic ulcer, have been suspected in a number of cases from the history, and referral has led to corrective action with relief of symptoms. Closely associated with this is the occasional case of cholecystitis and cholelithiasis. Parasitic disease has been a relatively frequent finding consequent upon operation in the tropics.
Mental Stress and Strain No paper on executive health is complete without some mention of the mental stress and strain which the average executive undergoes in carrying on his duties. In this connexion there is an excellent pamphlet by C. G. Roberts (1951) which states: " The ever-increasing intricacy of industrial techniques accompanied by an equally rapid advance in the complexity of social, governmental, commercial and industrial organizations seems now to be taxing the highest levels of man's mental ability to the full." He writes in considerable detail about the nature of mental skill and the responsibility as related to the executive, the cause of stress with its resultant breakdown in some executives, and the solution.
An important phase of the periodic examination is the conference or discussion with the examinee with a view to obtaining any history of previous or intercurrent diseases and informing him of any defects found during the examination. Of particular importance is a discussion relative to =BR.f any stress or strain which he is undergoing, informing him of the importance of the annual vacation, of leaving his work and worries in the office, of hobbies and outside interests, and, finally, of relaxation.
Conclusion
The employee is one of the most valuable assets in any company, and of the employees the management group or executives are particularly valuable because of their training, motivation, and high degree of technical and administrative skill. A health maintenance scheme for the executive is an essential part of any industrial medical programme. Its main object is the detection of disease in its incipiency in order that corrective action may be taken so as to maintain him in good health and increase his longevity and efficiency.
In spite of numerous case reports, the pathogenesis of macroglobulinaemia remains obscure. The diversity of clinical features in patients with this abnormality (Waldenstrom, 1952; Wilde and Hitzelberger, 1954; Long et al., 1955; Ferriman and Anderson, 1956; Mackay et al., 1956 Mackay et al., , 1957 Jim and Steinkamp, 1956; Martin and Close, 1957; Wanner and Siebenmann, 1957; Kappeler et al., 1957) suggests that it does not itself constitute a disease entity, though it appears in many cases to be associated with neoplastic disease of reticulo-endothelial tissue. In most cases therapeutic measures have not affected the macroglobulinaemia and have failed to shed light on the nature of the anomaly. In view of this, we record the findings in an elderly woman with unexplained anaemia and macroglobulinaemia who has shown marked improvement, in respect both of her anaemia and of her macroglobulinaemia, while being treated with prednisolone. (October, 1956) . B, On cessation of prednisolone (June, 1957) . The strips have been aligned with the albumin bands to the left.
was of normochromic normocytic type with a haemoglobin value varying between 7.1 and 8.6 g./100 ml. The erythrocyte sedimentation rate was elevated, lying in the range 74 to 155 mm. fall in one hour (Westergren). The total serum proteins as determined by the alkaline biuret reagent of Weichselbaum (1946) were 9.2 g./100 ml. Salt fractionation with 26.9% sodium sulphate solution gave values of 2 g./100 ml. for albumin and 7.2 g.f100 ml. for globulin. Paper electrophoresis of serum (Flynn and de Mayo, 1951) , using azocarmine B as a protein stain, showed a discrete band of abnormal protein in the y-globulin region similar to that shown at A in Fig. 1 (Silberman, 1957) . On examination in the ultracentrifuge* the serum was found to contain an abnormal component constituting 23% of Ihe total protein (total protein 7.3 g./ 100 ml.), with a sedimentation constant of 15.3 S. There was also a small amount of a faster sedimenting protein (Fig. 2, A) . In addition the serum gave a positive result with the Sia test, although this is not exclusive to macroglobulinaemia. At this time the haemoglobin value of the blood was 9.1 g./100 ml. and the haematocrit 29%. The reticulocyte Spinco model-E ultracentrifuge; rotor An-A; centrifugal force, number agravity= 182,000; serum dilution of 1+4 in 0.2 M NaCI solution; pH=7.0; temperature of rotor, 20°C.
